Introduction
The Commissioning Nurse Leaders' Network (CNLN) was founded in partnership between National Health Service England (NHS England) and the Royal College of Nursing (RCN) to support nurses working in senior commissioning roles. The CNLN has undertaken annual surveys of its members since 2013 (McCann et al. 2014) aiming to report the experiences of nurses who work in commissioning in a variety of roles including executive and non-executive governing body nurses (GBNs). While clinical commissioning groups (CCGs) are relatively new, NHS England and other nurse leaders, the RCN (2012) and NHS Clinical Commissioning (NHSCC 2016a), believe it is important to understand how the GBN role is developing in terms of leading and influencing patient-centred commissioning as envisaged by NHS England (2014) and the RCN (2012) , whether this nursing voice influences the commissioning agenda and what kind of support the GBNs might need to strengthen patient-centred commissioning. This paper reports the results from the 2015 survey of the CNLN by a University research team. The survey data were analysed independently of NHS England. We focus on the roles of executive and non-executive GBNs, as well as nurses working in clinical support units (CSUs), their views on the impact of their roles on CCG purpose and outcomes and the implications of our results for patient-centred commissioning.
Background and literature review
The Health and Social Care Act (HSCA) (Department of Health 2012) abolished the duty of the UK's Secretary of State for Health to provide a national health service throughout England. Day-to-day management of the NHS in England passed from central government to the National Health Commissioning Board, later renamed NHS England, a powerful but democratically unaccountable non-governmental body. At the same time, Section 75 of the HSCA 2012 effectively transformed the NHS from a predominantly internal market where the NHS was split into commissioner and provider 'arms' and where the NHS was the 'preferred provider' of services, into a full market in which 'any qualified provider' could take part. This turned the NHS from a social to an economic activity, thus making it subject to European competition law and the majority of contracts for NHS services exceeding £156K had to be competitively tendered, forcing the NHS to greatly increase its use of the private sector.
The Coalition government claimed that the HSCA would increase patient choice and put clinicians at the heart of designing and commissioning health services through newly formed CCGs. No evidence was given to support this assertion, but the rationale given was that commissioning by clinicians would lead to improved decision-making, improved outcomes for patients and the more effective use of resources (Department of Health 2011). General practitioners and (eventually) nurses were appointed as clinicians to CCGs. Arguably, the CCGs have become part of a trend towards a 'new public management', drawn from the private sector, relying on markets and competition, emphasising performance, output and governance, rather than the knowledge or experience derived from clinical practice (see, for example, Freeman et al. 2016; Latimer 2014; Allan et al. 2017) . Some researchers consider that CCGs and the associated changes enshrined in HSCA (2012) are intended to replace the NHS with a privatised or quasi-privatised service without consultation or consent (Pollock et al. 2012; Davis & Tallis 2013; El-Gingihy 2015;  New Economics Foundation (NEF) 2015). There is very little public support for NHS privatisation, (YouGov 2017) nor is there any evidence that privatisation results in greater efficiency or improved care (NEF 2015) , but awareness of the complex changes in HSCA (2012) and their relationship to privatisation is low NEF (2015:7) .
Each of the 211 CCGs across England is responsible for arranging health services for the patients in their area. They have a legal duty to assure quality across commissioned services in secondary care and have optional responsibilities including GP performance management and the review of GP contracts (Holder et al. 2015) . CCGs are independent, statutory bodies taking on full financial risk. Significantly, they do not have a duty to provide comprehensive NHS care, but rather have discretion to meet 'reasonable requirements'. NHS England defines commissioning as 'not one action but many, ranging from the health-needs assessment for a population, through the clinically based design of patient pathways, to service specification and contract negotiation or procurement, with continuous quality assessment' (National Health Service England 2015) .
Commissioning Support Units (CSUs) provide CCGs with a range of support services including contract management and negotiation, business intelligence, service transformation and redesign (National Health Service England 2016), with CCGs retaining legal responsibilities for these functions. During our survey, The Governing Body of each CCG includes a number of statutory roles: a Chair, an accountable officer, a finance officer, two lay members, a clinical member and a clinical member registered nurse, subsequently known as a governing body nurse (GBN). In order to meet the needs of the local population, the commissioning cycle comprises the processes of assessment and planning, implementation and monitoring services, and evaluation (Leach & Burton Shepherd 2013) . The RCN successfully argued that nurses could bring unique perspectives and skills to the work of CCGs, and that to promote excellence in health care: 'Every CCG must have a nurse on their Governing Body' (RCN 2012).
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Such nurses were expected to have significant experience in leadership and management (RCN 2012) . Their role as a GBN is different to that of nurses reporting to the CCG Governing Body members, such as nurses working in CSUs, and nurses working in primary care, in GP practices, for example, practice nurses, who might be well known to clinicians sitting on local CCGs.
2 The commissioning and leadership components of the GBN role were highlighted at a very early point in the introduction of these new nursing roles on CCGs. The governing body nurse's role is to 'Promote nursing involvement at every level in the new commissioning structure' (RCN 2012, 6 what they mean by nurse leadership (Allan et al. 2016a) . Nurses working in CSUs often call themselves commissioning nurses and work in various capacities to support the CCG itself rather than the governing body nurse -few of them work as nurses in their CSU capacity (Allan et al. 2016a) .
There is relatively little research published on GBN roles (Trevithick 2014; Allan et al. 2016a,b) . Recently, the NHSCC (2016a) published findings from a membership survey (n = 41), 3 and found that:
'There are now two distinct groups of nurses; those who act as the registered independent nurse on the CCG governing body, and executive nurses who are fully embedded in the daily CCG activity with specific responsibilities. Together both groups can be described as commissioning nurses' (2016: 3).
The NHSCC raises several issues around the GBNs' roles and their effectiveness which we explore in this paper: whether executive or non-executive GBNs are comparatively more or less 'impactful' (2016a: 9) ; the effectiveness of nurses who sit on CCGs as lay members and non-executive part-time GBNs. Lastly, the NHSCC argues that the dilemma for executive GBNs is that of wearing two hats: that of an independent nurse who scrutinises CCG activity and that of a CCG executive nurse who is involved in CCG decision-making and activities. They suggest that the executive GBNs 'recognise that this conflict exists and therefore take steps to ensure they can wear both 'hats' effectively' (NHSCC 9: 2016a).
Much of this literature is uncritical of CCGs and commissioning and approaches CCGs and the GBN role as opportunities to assert nursing leadership for patient benefit. However, Allan et al. (2016a) argue that GBNs are involved uncritically in commissioning which is effectively a form of new public management and that GBNs, in contrast to GPs, lack authority. Both medicine and nursing claim to advocate patient-centred commissioning. The NHSCC are quite clear on this point 'They [GBNs] provide a unique patient viewpoint 1 The RCN is the main professional organisation in the UK for nurses and health support workers.
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Practice nurses were widely considered early in 2013 to have been the nurses most likely to be appointed as GBNs. But the requirements for these senior roles mean that they cannot work for the same services the CCG commissions from, i.e. the Governing Body nurse has to have some distance from the service s/he commissions. The NHSCC (2016b) states that "The NHSCC Nurses Forum is the independent voice for the commissioning nurse, those that sit on CCG governing bodies. The purpose of the Nurses Forum can broadly be divided into three areas; supporting members and sharing best practice, strategic influencing, and strategic leadership''. The report does not mention the total number of members, the sample size or what sampling strategy was used which makes it hard to judge the validity of the findings.
while also bringing strategic clinical and practical insight into board-level decision-making about how services can work better together for the benefit of their local people ' (2016a: 9) . We argue in this paper that nursing (and perhaps medicine) wrongly conflate their professional voice with that of patients.
Methods
An online survey method was used, using the Surveymonkey platform. The questionnaire was developed in collaboration with NHS England based on their annual survey of CNLN members (Allan & O'Driscoll 2016) , literature review findings (Allan et al. 2016b) , observation work with two CCGs in the London area (Allan et al. 2017 ) and a pilot study (Allan et al. 2016a ) of a sample of CNLN members distributed by NHS England. The pilot survey was short and exploratory in nature, with many open-ended questions, as little was then known about the experiences of nurses in CCGs. The current survey covered a much wider range of topics than the previous CNLN annual surveys and used a range of question formats (rating scales, ranking and open-ended questions), question skip logic and tailored questions for GBNs and CSU nurses. The open-ended responses will be reported elsewhere and are only referred to briefly in this paper.
Sample/data collection
All cases in the sampling frame supplied by NHS England (n = 238, all CNLN members) were invited to participate and a response rate of 40.7% (n = 97) was achieved. Data collection was carried out in July 2015 by the University research team. NHS England were not able to determine what proportion of the GBN population were in the CNLN at this time.
Analysis
The quantitative data were analysed in SPSS v.20. Descriptive statistics were examined for all questions, and those considered most relevant to the focus of this paper (concerning influencing and leadership on CCGs) were cross-tabulated on the basis of GBNs in executive and non-executive roles. This analysis was also compared with results for CSU respondents where possible (CSU respondents were given a much shorter route through the online questionnaire than CCG nurses). Non-parametric inferential statistics (Mann Whitney and Chi square tests) tested whether differences on the basis of role were statistically significant.
Findings
An overview of the main findings from the survey is presented below.
Respondent characteristics
The vast majority of the respondents 89.3% were female and 10.7% were male. 96% of respondents described themselves as White or White British. Two respondents (2.6%) were White Irish and one respondent (1.3%) was Black African. More than half of the respondents (55.3%) were aged 50-59 and a further 3.9% were aged 60-65 (Figure 1) .
The vast majority of respondents (92.8%) were employed by a CCG; 7.2% of respondents were employed by a CSU. A majority of GBNs (60%) worked as full-time statutory and executive nurses (combining these two roles) and a further 5% worked in part-time executive roles.
In total 79.7% of the respondents worked 37.5 hours a week or more in their CCG role, and no respondents worked 25-28 hours a week. This suggests that most respondents to the survey were in fulltime posts in their CCG or CSU role (Table 1) .
As shown in Figure 3 , more than three-quarters of respondents had worked as a nurse in a CCG or CSU for over two years; a further 9.1% had been in post for 19-24 months and 5.2% had been in post for 13-18 months. Just 7.8% of respondents had been in post for under a year.
Comparing executive and non-executive nurses on CCGs
Although there was considerable variability across the CCGs, and notwithstanding that CCGs were evolving at the time of data collection, our findings suggest two distinct roles within CCGs, which can be termed 'executive' and 'non-executive'. The former is usually a full-time member of staff at the CCG and may typically be the Director of Nursing. The latter is typically a board member, fulfilling the statutory nurse's role on the board, and may attend the CCG only for particular meetings. This is consistent with the findings of NHSCC (2016a) as referred to earlier.
The question on role (as shown in Figure 2 ) captured four categories. These were recoded into two categories so that part-time statutory GBN and fulltime statutory GBN were merged into a category termed 'non-executive'. The categories of 'part-time executive' and 'full-time statutory and executive' were merged into a category called 'executive'. Analysing responses on this basis, using descriptive and inferential statistics, revealed interesting and significant differences between the two groups, as described below.
Types of previous experience and number of years worked in CCG
Executive GBNs were more experienced than their nonexecutive counterparts, with the exception of 'third sector' experience (see Figure 4 , below). Those in executive roles were more likely to have had acute experience (92.6% compared with 71.4% of non-executives), secondary experience (74.1% compared with 50% of non-executives) and tertiary experience. Executive GBNs were far more likely to have had previous NHS Board experience than non-executives (59.3% compared with 46.4%), but the two groups showed similar results in terms of previous board experience more generally.
It appeared that executive GBNs had a wider range of previous experience (perhaps most notably in relation to acute care and NHS Board experience), had served longer on a CCG (see Figure 5 ) and worked longer hours. This is important, as full-time executive GBNs may well build on their greater experience to develop a stronger role in CCGs. The vast majority (88.6%) of those in executive roles worked 37.5 hours a week or more; but unexpectedly (given that this role is understood as being centred on attending particular board meetings rather than being a permanent presence in a CCG) around two-thirds of those in non-executive roles were also working full-time. This finding may partly be explained by the fact that six of the 23 non-executives (26%) who answered this question were working for either two or three CCGs (as were 15% of those in executive roles).
Those in executive roles tended to have been working longer on a CCG, although a proportion of those in executive roles (12.2%) were relatively new to CCGs (less than a year), while none of the non-executives had worked for a CCG for less than a year.
GBNs' views of the perceived goals or purpose of CCGs
Improving the population's health was considered to be the most important goal of their CCG by a significant majority of all respondents (61.6%); 19.2% felt that commissioning was the most important goal and 9.6% of respondents believed it to be service redesign and meeting financial targets. The most striking aspect of these findings was that under 20% of GBNs considered the commissioning process (which is the supposed purpose of CCGs, National Health Service England 2016) to be the top priority. Non-executive GBNs and executive GBNs were largely in agreement regarding the top goals of CCGs but the non-executives were somewhat more likely to consider that meeting financial targets was the top goal of the CCG (see Figure 6 ).
Reasons for wanting to be a nurse on a CCG
The reasons why respondents wanted to be nurses on a CCG provide useful context in understanding the aspects of the CCG that they prioritise and are presented here as overarching themes that are reported in detail elsewhere (Allan & O'Driscoll 2016) . Responses included wishing to have an impact on population health and an influence on commissioning and bringing a clinical input to decisions to ensure that nursing is part of commissioning decisions. However, the most frequently cited motivations for being a nurse on a CCG related to wanting to represent the patient voice or to represent a clinical or nursing voice. This raises questions about the extent to which nurses could or should attempt to represent the patient voice as well as their own, which we address in our discussion.
GBNs' perceptions of leadership, influence and overall impact on CCGs
The extent to which our respondents felt able to influence or lead is a key aspect of the nursing role in CCGs (see above). As shown in Table 2 , executive GBNs were significantly more likely than non-executive GBNs to say that they were influential in CCG decision making, that they led the professional nursing agenda in the CCG's locality and that they felt confident in carrying out a leadership role as a CCG nurse. All executive GBNs considered that they had a leadership role, as did nearly all non-executive GBNs (87%) but the difference was statistically significant (v 2 6.669; df = 1, p < 0.05). Furthermore, there were statistically significant mean differences on nine of 11 scale items relating to influence and leadership between executive and non-executive GBNs. On all 11 items the mean score for executive GBNs was higher than non-executive GBNs, although both groups scored relatively highly on these Likert scale items (which ran from 1 at the negative end to 5 at the positive end). These results strongly suggest that while both executive and non-executive GBNs nurses feel that they are able to lead, influence and have an 'impact' on CCGs, executive GBNs are significantly more likely to feel that this is the case.
Differences in perceived overall impact on CCG by executive/non-executive role and comparing CCG and CSU/tensions between CCG and CSU As Figure 7 shows, there were important differences between nursing roles within CCGs. Non-executive GBNs are positive regarding their overall impact on CCGs (78.6% were fairly or extremely satisfied) but their satisfaction is significantly less than that of Table 2 : 0 don't know/not sure, 1 strongly disagree, 2 disagree, 3 neither agree nor disagree, 4 agree, 5 strongly agree.
executive GBNs (86.7%). The CSU nurses have the lowest satisfaction with their impact on CCGs (42.9%) but based on a very small number (n = 7).
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Differences between the roles within CCGs are striking, but differences between the GBNs inside CCGs and those in roles supporting commissioning outside CCGs (in CSUs) were even greater. More than half of nurses in CSUs (57.2%) were fairly or extremely dissatisfied with the impact of their work on CCGs and just 42.9% were fairly satisfied (compared with 84% of all CCG nurses)
. Comments in open-ended questions suggested that nurses in CSUs do not feel respected or valued by CCGs, and that there are some tensions between these bodies. 'The relationship between the CSUs and CCGs is not fully matured' 4053077258 (CSU nurse).
'My role -i.e. supporting CCGs -limits my ability to influence patient and population outcomes. Most CCG nurses are less experienced and seen as junior within CCGs and the operational side of CCG responsibilities often overrides the clinical outcome responsibilities. CCGs often see us as back office rather than expert advisors and frequently fail to follow advice of CSUs.' 4024118696 (CSU nurse).
Support needed to fulfil CCG role
In response to this open-ended question, respondents gave a number of suggestions for support. Findings are presented as thematic headings and are reported elsewhere in more detail (Allan & O'Driscoll 2016) . The responses suggested support could be through internal and external mentorship, including mentorship with or from other senior nurses in the CCG locality. Support could also be from coaching, peer support within the CNLN and NHS England regional and sub-regional groups as well as from the NHS England Leadership Academy. Good networking was key as well as good personal administrative support. The following organisations were suggested as sources of support: the RCN, NHS England and the Chief Nursing Officer for England, Health Education England and individual GBNs' CCGs.
Discussion
The survey results illuminate the GBN role within CCGs and that of nurses working in CSUs through the perceptions of those working in these new roles.
The results suggest that GBNs are a body of highly experienced and qualified nurses, fully engaged with the challenges and opportunities of the nursing role within the newly formed CCGs. Confidence in influencing and leadership of the CCGs is high amongst all GBNs, although significantly more so amongst executive GBNs. The CSU nurses, while a very small sample, were the least positive of all nurses involved in commissioning, regarding their impact on CCGs. However, our results suggest some reservations about how the nursing role within CCGs is developing. Firstly, we found, as did NHSCC (2016a), some difficulty in determining precisely which nursing roles were in place in each CCG. Secondly, it has been asserted that a key advantage of the CCG 'model' over other forms of commissioning is that it places the clinician at the forefront of commissioning decisions but there is very little evidence for this claim. Allan et al. (2016b) argue that this claim conflates clinician and patient voices and the result of this conflation is that nursing (including GBNs themselves and nursing leaders in NHS England) may sometimes appear to uncritically accept CCGs and the unchecked growth of new public management. The GBNs and senior nurses within CSUs are motivated to ensure a nursing dimension in CCG decision-making and to advocate for patient interests and they may well be correct about the influence or impact that they have in relation to CCGs, but obviously this cannot be determined solely through survey research based on their own perceptions, and in any case the relative immaturity of CCGs would make it difficult to assess, through any methodology, the extent and nature of any impact that nurses may be having on CCGs. Oates et al. (2014: 59) acknowledge that CCGs are still at a formative stage, and it is unclear what leverage they may eventually have in ensuring that commissioned services are delivered, as contractually agreed, but Oates et al. continue to assert the importance of the nursing role in developing the effectiveness of CCGs without convincing evidence. Although there were only seven CSU respondents, the majority were dissatisfied with their impact on CCGs and seemed to feel undervalued or marginalised. Clearly the reasons underlying this must be understood and addressed.
Thirdly, although both executive and non-executive GBNs on CCGs are largely positive about most aspects of their roles, non-executive GBNs had significantly less positive attitudes, perhaps because they find it harder to influence or lead the commissioning process. Some open-ended findings suggested that, in certain CCGs, 'clinician' tends to refer to GPs or other allied health professionals, rather than nurses, and that this is a challenge for GBNs and nurses in CSUs. This may indicate that CCGs that do not have an executive GBN are more likely to be dominated by a GP culture which may limit the impact of both nurse and patient voice in the commissioning process.
Conclusion
The GBNs are satisfied with their influence and leadership in CCGs but our evidence is limited to their own perceptions. The supposed purpose of such roles to 'represent nursing, and ensure the patient voice is heard' (NHSCC 2016a: 9) may be a flawed aspiration, conflating nursing leadership and patient voice. We were not able to determine from our data whether an executive GBN is more likely to achieve patientcentred commissioning or indeed what such commissioning might look like, because of the conflation of nursing voice/leadership and patient need in the NHS England survey and among GBNs' narratives.
Implications for nurse managers
Achieving the goals of CCGs, including developing and embedding a nursing leadership role in the new commissioning structures, may be threatened if the contributions of GBNs and other nurses working for, or supporting, CCGs, go unrecognised or are underutilised, or if GPs or other CCG executive members dominate decision making.
The implications of these results for both GBNs and nurse managers are intertwined and raise questions more generally for the profession and its aspirations to leadership at the commissioning level. Amongst these questions are how nurse managers can work in local NHS trusts to develop good working relationships with GBNs and executive nurses on CCGs, to effectively push forward a nursing agenda in commissioning to promote and advance person-centred services.
Other questions raised are how GBNs can effectively work with local nurse managers to develop a nursing vision in commissioning and how GBNs and executive nurses in commissioning can work with practice nurses to build local knowledge and skills, harnessed to shape local commissioning and service delivery. Finally there is an issue of whether local service delivery can be shaped across acute and community nursing services through effective nurse-led commissioning.
The statistically significant differences between executive and non-executive GBNs across a range of questions dealing with leadership, influence, overall contribution to CCGs and impact raises questions about whether the nursing perspective can actually lead (rather than merely influence) the commissioning process in CCGs without nurses in executive roles and whether non-executive roles might need extra support in order to lead effectively.
The findings regarding the demographic profile of the respondents are consistent with those of McCann et al. (2014:17) who argue for careful succession planning so that future nurse leaders are more representative of the nursing workforce and the range of populations served by CCGs.
Limitations
The sampling frame supplied by NHS England had contact details for 238 CNLN members, 14 of whom were recorded as 'CSU'. Although 100% (n = 238) of the CNLN were sampled, achieving a relatively high response rate (40.7%, n = 97), non-response bias may have operated. Furthermore, the proportion of the population of GBNs or nurses in CSUs which was represented in the CNLN sample could not be determined by NHS England.
Two questions were asked about nurses' overall satisfaction with their impact in CCGs. We used 'impact' colloquially meaning 'having a significant effect on something' (Oxford English Dictionary 2016) but, in evaluation terms, impact usually refers to a longterm embedded change (which in the case of new organisations such as CCGs might not be a meaningful concept). This ambiguity may have made the question unreliable (interpreted in an inconsistent way across the respondents).
